ABSTRACT
Introduction
The recommended management strategy for a woman with PROM at term has changed considerably during the last several decades, partly because of concomitant improvements in the identification and treatment of maternal and neonatal infections and partly because of an improved understanding of the impact of various interventions on maternal and neonatal outcome .Premature rupture of membranes (PROM) occurs in about 10% of patients beyond 36 weeks of gestation. [1] [2] [3] Many techniques for induction of labour are available. Intravenous Oxytocin infusion has stood the test of time as labour inducing agent but associated with increased risk of perinatal & maternal morbidity. More recently Misoprostol is gaining increasing interest as an alternative induction agent. It appears to be an effective method of labour induction with term PROM. [4] Advantages of misoprostol include effectiveness, low cost and ease of administration because it is given intravaginally rather than in the endocervix. This study was therefore taken up to compare the outcomes of misoprostol versus Oxytocin infusion for labour induction in women with pregnancy beyond 36 weeks of gestation with premature rupture of membranes. 
Aims and Objectives

Methodology of the Study:
Women who presented to Pravara Rural Hospital during a period of 2 years with spontaneous rupture of the membranes beyond 36 weeks' gestation were enrolled for a comparative study of the effectiveness of vaginally administered misoprostol and oxytocin infusion. Patients were randomly assigned to group A [Intravaginal misoprostol] and group B (IV-oxytocin) at random using computer generated randomized tables for the purpose of study, keeping in mind the inclusion and exclusion criteria. Written informed consent was taken for induction of labour in all cases.
Group-A (Intravaginal Misoprostol Group):
Fifty micrograms of misoprostol was placed in the posterior vaginal fornix and repeated every four hourly till effective uterine contractions were achieved. A maximum dose of 150 g was given.
Group-B (Intravenous Oxytocin Group):
Oxytocin was administered intravenously by a standardized incremental infusion protocol. Starting with a small dose of 2 units in 500 ml of RL at 8 drops per minute and accelerated till adequate contractions were achieved. A maximum dose of 22 mU per minute for multigravida and 40 mU per minute for primigravida were given.
The data was analyzed using SPSS for windows and the variables were compared and associated using Z test (for difference between means and proportions) and X 2 test.
Results
The table-1 shows the incidence of PROM in different age groups. There were 58% cases in age group of 21-25 years. The distribution of subjects in both groups A and B in the above age group was similar. This reflects the child-bearing age of most women in our country. The table-2 reveals distribution of cases under both drugs according to pre induction Bishop's score. Less than 4 Bishop's Score (0-3) was found in 58% of the cases in misoprostol group and 48% in oxytocin group. Whereas 38% and 50% cases of misoprostol and oxytocin group respectively were having 4-6 Bishop's Score. The table-3 reveals that lesser the pre induction Bishop's Score, more is the time required for the patient to go into active labour, irrespective of the drug used. It was noted, that with Bishop's Score of 0-3, average time required for patient to go in active labour with misoprostol was 4.30 hours and with oxytocin was 6.30 hours. With Bishop's Score of 4-6, average time required for patient to go in active labour with misoprostol was 4.00 hours and with oxytocin was 6.00 hours. The above findings also suggest that the time required is lesser when patient is induced with misoprostol (Std. error of difference= 4.63, p<0.0001).
It was observed, that the mean induction delivery interval with misoprostol was 8.5 hours and with oxytocin was 9.3 hours and this difference is statistically significant using std error of difference between two means (std. error of difference= 4.637, p<0.0001). (Table 4) When the means induction delivery time interval was compared between the groups, it showed that the induction to delivery interval was longer in oxytocin group 7.17 ± 1.20 hours in primigravida and 6.06 ± 1.09 hours in multigravida. Whereas, in misoprostol group 6.61±1.06 hours in primigravida and 5.27±1.11 hours in multigravida. This difference between the 2 groups was found to be (p<0.05) statistically significant (using t test). (Table 5 ) The present study showed that the average time interval to the onset of labor and also to the occurrence of vaginal delivery was longer in oxytocin group as compared to misoprostol group (6.61 ± 1.06 hours and 7.17 ± 1.20 hours) and (5.27 ± 1.11 hours and 6.06 ± 1.09 hours in primigravida and muitigravida respectively (the difference was significant). These same results have also been found by many other authors like Morgan Ortiz F et al where average induction delivery interval in misoprostol was 11 hours and in oxytocin was 18 hours. These findings are consistent with our results. [8] In present study, it was observed that the induction delivery interval in multigravida was lesser than primigravida with unfavourable cervix in both the groups. With misoprostol it is 54.54% and 67.67%, and with oxytocin 43.45% and 52.33% in primigravida and multigravida respectively. Reason may be, because in primigravida cervix is tubular and unfavourable with less bishop score. As, we have seen misoprostol is known to cause ripening of unfavourable cervix by increasing activity of collagenase and increasing proportion of low affinity glycosarainoglycans compared to high affinity glycosaminoglycans. So increase success rate in prostaglandin group is due to changing unfavourable cervix to more favourable cervix for induction of labour. Other study like AA Sobande et al carried out in Soudi Arebia, is consistent with present study. Where mean ± SD in primigravida was (01.21 ± 0.47), and multigravida was (3.47 ± 0.125) and which was significant and consistent with our study. [9] 
Conclusion
Misoprostol is better inducing agent than oxytocin in low Bishop's Score and unfavourable cervix.
Misoprostol is an effective and safe agent for induction of labor in women with term premature rupture of membranes. Misoprostol is an alternative agent for induction of labour at term in viable pregnancy. Vaginal application of 50 µg every 4 hours results in more vaginal deliveries within 24 hours and a faster induction to delivery time than oxytocin infusion
